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Z 000} Initial Comments 2000  z900
This Statement of Deficiencies was generated as This plan of correction is prepared and executed because it
a result of complaint investigation conducted in is|required by the provisions of the state and federal
your facility on 10/22/09, in accordance with regulations and not because TLC Care Center agrees with the
Nevada Administrative Code, Chapter 449, allegations and citations listed on the statement of
Facilities for Skilled Nu rsing. deficiencies TLC Care Center maintains that the alleged
deficiencies do not, individually and collectively, jeopardize
Complaint #NV00023139 was substantiated with tHe health and safety of the residents, nor are they of such
deficiencies cited. character as to limit our capacity to render adequate care as
(Sce Tags Z141 and Z150) prescribed by regulation. This plan of correction shall
operate as TLC Care Center’s written credible allegation of
A Plan of Correction (POC) must be submitted. cgmptiance.
The POC must relate to the care of all patients
and prevent such occurrences in the future. The BY submitting this plan of correction, TLC Care Center does
intended completion dates and the mechanism(s) not admit to the accuracy of the deficiencies. This plan of
established to assure ongoing compliance must cgrrection is not meant to establish any standard of care,
be included. cgntract, obligation, or position, and TLC Care Center
rgserves all rights to raise all possible contentions and
Monitoring visits may be imposed to ensure defenses in any civil or criminal claim, action or proceeding.
on-going compliance with regulatory Zlrag 141
requirements.
L A , . . Hpw the corrective action will be accomplished for those
The fmdmgs a“?‘ -cqnclusmns of any mvestlgatlon fgund to have been affected by the deficient practice:
by th.e ,Health D’V!S'Qn shall nOt be CO_nStr_UEd as Residents #1 will be brought to a common area after bedtime
pro_h‘b'tmg any criminal or civil investigations, fdr visitation by her daughter or immediate family,
aCt'P“S or other claims for refief t.hat may be Hpw will the facility identify others having the potential to
available to any party under applicable federal, bb affected by the same deficient practice:
state or local laws. All residents have the potential to be affected by the deficien
plactice.
The following deficiencies were identified: hat measures will be put into place or systematic changes
ade to ensure that the deficient practice will not recur:
Z141) NAC 449.7445 Rights of Patients 2141 Al residents with families wishing to visit after hour of sleep
$8=D of during care hours will be provided with a common area to
2. In addition to the rights set forth in NRS visit that will ensure privacy and safety for all residents,
449.710 and 449.720, a patient in a skilled
‘ nursing faci!ity has the right o The facility will continue to ensure that all residents and their!
a) Receive care in a manner and environment representatives are provided with a copy of its Visiting Hours
that maintains and enhances each patient's pplicy, as well as making appropriate arrangements so that
dignity with respect to each patient's individuality. immediate family members can contact and visit a resident
b) Exercise his rights without the threat of 21 hours a day, seven days a week.
f deficj ited, an approved plan of correction e returned within 10 days after receipt of this statement of deficiencies.
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interference, coercion, discrimination or reprisal.
¢) Choose his attending physician.

d) Be fully informed, in a language that the patient
understands, of his total health status, including,
without limitation, his medical condition.

e) Participate in decisions relating to his health
care, unless he is unable to do so because he is
incompetent or incapacitated.

f) Receive services with reasonable
accomeodation for his individual needs and
preferences, unless the health or safety of the
patient or other patients would be endangered.
g) Privacy in relation to his accommodations,
personal care, written and oral communications
and meetings with other persons. The provisions
of the paragraph do not require a facility for
skilled nursing to provide a private room to each
patient.

h) File grievances with the facility without the
threat of discrimination or reprisal and to the
prompt resolution of those grievances. Such
grievances include, without limitation, complaints
relating to treatment that has been furnished or
not furnished and the behavior of other patients.
i) Use a telephone where calls can be made
without being overheard,

j) Retain and use personal possessions as space
allows, including, without limitation, furniture and
clothing, unless to do so would infringe upon the
rights or threaten the health and safety of other
patients.

k) Share a room with his or her spouse if both
spouses reside in the facility and consenti to the
arrangement.

[y Manage his financial affairs.

This Regulation is not met as evidenced by:
Based on interview, record review and document
review the facility failed to protect and promote
the visiting rights of a resident by not allowing an
immediate family member to visit on off hours to

Haw will the facility monitor its corrective actions to ensure
that the deficient practice is being corrected and will not
regur.

The facility will continue to ensure that all residents and their
re{resentatives are provided with a copy of its Visiting Hours
policy, as well as making appropriate arrangements so that
immediate family members can contact and visit a resident
24hours a day, seven days a week.

The Nursing Supervisors have been notified that families
requesting to visit during direct care hours and after hour of
sldep are welcome to visit but must visit in a commaon area to
protect the rights of others.

D4te : November 23,2009.
ZTag 150

Haw the corrective action will be accomplished for those
folund to have been affected by the deficient practice:
Residents #1 will be brought to a common area after bedtime
fol visitation by her daughter or immediate family.

Haw will the facility identify others having the potential to
be affected by the same deficient practice:

All residents have the potential to be affected by the same
deficient practice,

What measures will be put into place or systematic changes
made to ensure that the deficient practice will not recur:

All residents with families wishing to visit after hour of sleep

or{during care hours will be provided with a common area to
vidit that will ensure privacy and safety for all residents.

The facility will continue to ensure that all residents and their
representatives are provided with a copy of its Visiting Hours
pglicy, as well as making appropriate arrangements so that
immediate family members can contact and visit a resident
24 hours a day, seven days a week.
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If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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assist with the resident's care.

Severity: 2 Scope: 1

How will the facility monitor its corrective actions to ensure
that the deficient practice is being corrected and will not
recur:

Z150| NAC 449.74447 Communications Z150  The facility will continue to allow resident access to all family

S8=0 members. All visits will be conducted as to allow for all
1. A facility for skilled nursing shall not prohibit a resident’s rights and privacy. The facility acknowledges that |
patient in the facility from contacting, receiving the residents live here and respect and understand their need
information from or speaking to: tolcommunicate with family and friends. The facility is also |
a) A representative of the bureau. avare of the rights of all residents and the need to protect all |
b) The patient's physician. retidents and make reasonable adjustments to meet these
¢) Any person who advocates for the rights of the nereds. |
patients of the facility, including, without limitation;

1) Advocates for residents of facilities for The facility will continue to ensure that all residents and their
|0ng_te|'m care appointed pursuant {o Chapter representatives are provided with a copy of its Visiting Hours
427A of NRS: and pdlicy, as well as making appropriate arrangements so that

2) Persons who advocate for and are immediate family members can contact and visit a resident
responsible for the protection of persons with 24 hours a day, seven days 3 week.

developmental disabilities or who are mentally ill.
d) Any person who provides health care, social,
legal or other services to the patient.

e) The relatives of the patient.

f) Any other persons, with whom the patient
wishes to visit.

Date: 11/23/09

This Regulation is not met as evidenced by: !
Based on interview, record review and document
review the facility failed to allow the resident
contact and visitation with an immediate family
member at any time, who was an advocate of the
resident and involved in the resident's care.

Severity: 2 Scope: 1 '

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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